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Abstract

Malnutrition impacts negatively on morbidity, mortality, educability and productivity.
Notwithstanding the success reported in relation to the reduction of specific nutrient
deficiencies such as folate and iodine, the overall nutritional status of the South
African population has not improved over the last fourteen years. In reality, the
double burden of disease has become more severe with the increased prevalence
of micronutrient deficiencies (i.e. vitamin A and iron) together with high levels of
overweight and obesity. The Integrated Nutrition Programme is located within a
Primary Health Care framework, is based on internationally accepted ‘best practice’
and has a comprehensive set of interventions. Analyses of selected interventions
suggest that implementation is sub-optimal. Inadequate human resources and lack
of appropriate capacity have been identified as critical contributors to the lack of
progress. Improvement in the nutrition situation will therefore require a concerted
and coordinated effort to develop a range of capacities at different levels and within
different cadres of health workers. These capacities and skills should not only be
developed in-service, but should also be infused during training. In addition, further
research into implementation is encouraged to assist in finding sustainable solutions
for South African nutrition problems.
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Introduction

This chapter focuses on nutrition as the outcome of
interrelated causes in the domains of food, health and care
in society. It includes both under- and over-nutrition in the
term ‘malnutrition’.

Malnutrition, particularly in early childhood, has both
short-term and long-term effects impacting on educability,
productivity, morbidity and mortality (see Figure 1)."?> These
effects perpetuate poverty and retard national economic
development. Because so many people are affected, mild
and moderate forms of malnutrition, though not highly
visible, are of great public health significance.

The objectives of this chapter are to evaluate trends in the
nutritional status of the South African population between
1994 and 2008,% and review nutrition services within the
South African health system in terms of Primary Health Care
(PHC) principles.?

Causes of malnutrition

Nutritional status is the outcome of a complex combination
of interrelated causes. The United Nations Children’s Fund
(UNICEF) has developed a conceptual framework that
outlines in diagrammatic form the multiple causes of
malnutrition operating at various levels in society.®> The
precise weight of each of the many causative factors varies
according to location and individual households.

The key assumptions of the conceptual framework are:
> nutritional status is an outcome of processes in society;

> malnutrition is a result of immediate, underlying and
basic causes at different levels of social organisation;

> the necessary conditions for nutritional well-being
(i.e. nutritional security) are access to adequate and
safe food, adequate care of children and women, and
access to basic health services, together with a healthy

environment;

Figure 1: The short-term and long-term effects of early nutrition
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Source: Adapted from Administrative Committee on Coordination / Standing Committee on Nutrition, 2000.2

a The focus was on the trends between the findings of the national
surveys conducted over this period including the 2005 National
Food Consumption Survey — Fortification Baseline (NFCS-FB), which
was only released at the end of September 2008. The above data
was supplemented by information from publications of smaller
studies, which were identified through a PubMed search.

b  The strategy employed to identify possible sources of information,
includes a PubMed search for published material on nutrition
strategies and / or implementation of nutrition programmes in
South Africa. Due to a paucity of data on the above, information
was supplemented by the identification of unpublished information
through personal contacts and investigations.



potential for fulfilling the necessary conditions
(i.e. food, health and care) for nutritional security is
determined by the availability and control of resources

(i.e. human, economic and organisational);

education and information influence the choice and
use of resources in efforts to achieve the necessary

conditions for nutrition security; and

availability and control of resources (i.e. entitlements)
are determined by previous and current technical and
social conditions of production and political, economic

and ideological / cultural factors (see Figure 2).

The conceptual framework assists in programme planning
and implementation by guiding assessment, analysis and
action in a specific context. In addition to guiding analysis
of the causes of malnutrition and decisions to improve
nutrition, the conceptual framework can also guide the
design of information systems to enhance the quality of
decision making.

Figure 2: Conceptual framework on nutrition
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In the context of a broad PHC approach, the nutrition

conceptual framework informed the South African

Integrated Nutrition Programme (INP), when it was
conceptualised and adopted after the first democratic
elections in 1994.57 It is used in this chapter to evaluate
trends in the nutrition situation in the country between
1994 and 2008, and to review nutrition services in the South

African health system in terms of PHC principles.

Nutrition situation in South Africa

Children

Malnutrition continues to affect the lives of millions of

children in South Africa. While some indicators show
improvement, several conditions seem to have worsened
over the past decade. In addition, children’s nutritional
status varies considerably among the nine provinces and
possibly within each province. This has bearing on targeting

and prioritisation for interventions and resource allocation.
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Birth weight, an indicator of perinatal health, reflects both
foetal growth and maternal well-being. The prevalence of
low birth weight (i.e. a full-term baby weighing less than
2.5 kg at birth) in South Africa was estimated to be 16%
in 2000 by the Saving Babies survey, with the highest rates
(22%) recorded in the Northern Cape.® These rates are above
the estimated average of 11% in all developing countries,
and considerably above the estimated 6% for industrialised
countries.? The goal established by the 1990 World Summit
for Children is to have less than 10% of children born with
low birth weight.®

The 2005 National Food Consumption Survey - Fortification
Baseline (NFCS-FB)¢ reported that the national prevalences of
stunting, underweight,® and wasting,’ were 18%, 9.3% and
4.5% respectively (see Figure 3), which are marginally lower
than in 1994 and 1999.° Nationally, these indicators are at
levels of low public health significance.

The prevalence of overweight in children is currently
estimated at an ‘acceptable’ level of 5%.9 This reduced
marginally in all areas between 1999 and 2005, but more

markedly so in urban areas.'®

Figure 3: Comparison of changes in anthropometric status of children in South Africa, 1994-2005
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Note: Three nationally representative samples contribute to the nutritional status of young children: i) the South African Vitamin A

Consultative Group (SAVACG) conducted in 1994 on a nationally representative sample of children 6-60 months; ii) the National
Food Consumption Survey (NFCS) conducted in 1999 on a nationally representative sample of children 12-108 months; and iii) the
National Food Consumption Survey — Fortification Baseline (NFCS-FB) conducted in 2005 on a nationally representative sample of
children 1-9 years and women aged 16-35 years. The weighted sample of the NFCS 1999 has been corrected for the over sampling

in poverty areas.

Source: South African Vitamin A Consultative Group, 1995;"" Labadarios, 2000;'? Steyn et al., 2005;'3 Kruger et al., 2007."°

¢ NFCS-FB is technically not a pre-fortification baseline as data
collection took place a year after fortification of staples became
mandatory. However, for some nutrients and for children older
than six years and for women of childbearing age, this is the only
nationally representative database on biochemical micronutrient
status and is therefore regarded as a ‘baseline’.

d Height-for-age <-2 SD: The proportion of children with height-for-
age under 2 standard deviations from the median height of the
reference population.

e Weight-for-age <-2 SD: The proportion of children with weight-for-
age under 2 standard deviations from the median weight of the
reference population.

f  Weight-for-height <-2 SD: The proportion of children with weight-
for-height under 2 standard deviations from the median weight-
for-height of the reference population.

g Weight-for-height >+2 SD. The proportion of children with weight-
for-height above two standard deviations from the median weight-
for-height of the reference population.
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Table 1: Anthropometric status (%) of children in South Africa by province, 1994, 1999 and 2005

Indicator Year EC FS GP (4] LP MP NC NW wc SA
Stunting 1994 29 29 12 16 34 20 23 25 12 23
1999 21 30 20 19 23 26 30 25 15 22
2005 18 28 17 15 24 18 28 15 12 18
Underweight 1994 11 14 6 4 13 7 16 13 7 9
1999 7 14 9 6 15 24 15 8 10
2005 8 14 6 5 12 11 38 12 8 9
Wasting 1994 8 5 1 1 4 3 5 1 8
1999 2 3 1 4 8 10 6 1 4
2005 4 3 3 1 4 19 8 12 4
Overweight 1999 8 6 6 7 4 17 4 1 o) 6
2005 6 1 6 6 2 3 5 3 5

Note: Shaded areas in Table 1 indicate a prevalence of moderate to high public health significance according to World Health Organization
(WHO) standards for stunting = 20%, for underweight = 10% and for wasting = 5%.'* Currently, there is no WHO classification
available for overweight in children, but based on the statistical method used for determining levels for other indices, cut-off points
similar to that of wasting is suggested.

Source: South African Vitamin A Consultative Group, 1995;"" Labadarios, 2000;'? Kruger et al., 2007.1°

The biochemical status of children for selected micro- The levels of zinc deficiency found in the 2005 NFCS-FB,
nutrients is now available for two points in time, 1994 and  range between 27.3% and 58.5%.22 According to Hotz
2005 (see Table 2). With the exception of folate and iodine,  and Brown a prevalence of serum zinc deficiencies greater
the evidence suggests that children’s micronutrient status  than 20% calls for national nutrition interventions.'® No
has deteriorated since 1994. folate deficiency and minimal iodine deficiency were found

amongst children aged 1-9 years.?>'° On the contrary, iodine
According to the 2005 NFCS-FB, the vitamin A status of

status needs to be monitored carefully where the iodine
children has deteriorated significantly since 1994. The

status of children has reached excessive levels (specifically

o .
study found that only 38% of children had a mean serum the Northern Cape).’®

vitamin retinol concentration greater than 20mg/dL, which

is indicative of an adequate status.”” Severe vitamin A  Dietary intake and the prevalence of infectious diseases
deficiency (<10 pg/dL) was recorded in around 15%  contribute to children’s nutritional status. Exclusive
of children. These findings are despite the legislated breastfeeding is a child’s first defence against malnutrition
fortification of bread, flour and maize meal since 2003  and death.?6 In most countries and regions, breastfeeding
and the national high-dose vitamin A supplementation initiation is high. However, exclusive breastfeeding is not
programme implemented in most provinces since 2001.232*  widely practised and South Africa is no exception. Exclusive
The inadequate vitamin A status appears to be similar across  breastfeeding is relatively uncommon. According to the
all age groups (1-9 years) with all provinces having a problem 1998 and 2003 South Africa Demographic and Health
of severe public health significance (=20% prevalence).  Surveys (SADHS) it was estimated that between 10% and
The cause of the significant deterioration is unknown and  12% of infants younger than four months were exclusively
should be investigated. The biochemical analyses of samples,  breastfed.?’30 Furthermore, whereas the national policy
for both the 1994 South African Vitamin A Consultative  advocates exclusive breastfeeding up to six months of age,
Group (SAVACG) and the 2005 NFCS-FB, were done by the it is estimated that only 4% of infants are still exclusively
same internationally accredited laboratory and validity of  breastfed by the age of six months.3'-3>

results is therefore assumed. An investigation into possible
The 1999 NFCS indicated that the dietary intake of children

is inadequate in energy, all micronutrients and fibre.'> The

causes of the extreme deterioration in vitamin A status
should not exclude an investigation into the assessment

methodology used by the laboratories to confirm accuracy Birth-to-Twenty study of a cohort of 143 urban Blacks,

- which started in 1990, suggests that dietary quality has
and comparability.

deteriorated over time. It confirmed findings of the 1999
The iron status of children also appears to have deteriorated  NFCS that the inadequate dietary intake observed is a
since 1994, although it does not reach levels of severe reflection of the lack of variety in the diet, the infrequent
public health significance (=40% prevalence) in any of the  consumption of fruit, vegetables and milk, and the daily
provinces. The 2005 NFCS-FB indicated that iron deficiency  consumption of a large variety of miscellaneous foods,

is a greater problem in younger children.?' frequently with sugar.36



Table 2: Proportion (%) of children with insufficient biochemical status in South Africa by province, 1994 and 2005

Indicator EC FS GP KZN LP MP NC NW wC SA
1994 31.1 26.8 23.5 38.0 43.5 33.0 18.5 32.0 21.0 33.3
Iqadeguate
Vitamin A Al 69.1 616 68.8 93.0 74.5 571 334 52.7 45.0 65.1
status 1-5yrs
<20pg/dL e
1-9yrs 64.2 61.7 65.2 88.9 75.7 52.1 23.0 49.6 43.5 63.6
Vitamin A
deficiency 2005
(severe) 1-9yrs 8.2 11.3 11.2 447 12.5 4.2 3.8 5.8 2.3 13.7
<10pg/dL
Anaemia 1994 20.6 171 16.3 10.4 34.2 277 21.5 24.5 28.6 214
Hb<11g/dL
<60 months
Hb<11.5g/dL 2005 30.3 22,0 26.6 217 34.1 25.0 114 28.1 38.0 27.9
>60 months 1-9yrs
Iron depletion = 1994 2.0 2.9 5.2 10.7 1.5 4.7 4.4 3.3 8.2 4.8
Hb=11g/dL
or 11.5 for 2005
>60 months 1-5yrs 1.2 24.2 5.8 5.2 7.3 4.7 125 10.1 8.8 7.8
and ferritin 2005
<12ug/L 1.2 18.9 458 3.6 5.3 45 56 6.9 7.5 57
1-9yrs
Iron deficiency 1994 2.4 3.9 3.8 3.5 9.1 7.0 6.5 5.0 8.2 5.0
Hb<11g/dL 200
or 11.5 for 5 :
~60 months 1-5yrs 8.4 16.1 10.4 11.3 13.8 11.6 8.7 12.0 11.3
and ferritin 2005
<12pg/L 1-9yrs 4.8 11.6 74 59 11.8 7.9 - 5.2 9.4 7.6
Zinc 2005
deficiency 1-9yrs 35.0 43.9 36.7 - 27.3 27.3 - 4141 58.5 45.3
<65pg/dL y
lodine

deficiency % 2005

urinary lodine  1-9yrs 19 0.3 - o 0.7 - 4.6 - 07
<20pg/L

lodine

excess % 2005

urinary lodine  1-9yrs 30.7 53.8 25.8 44 .4 33.6 24.3 95.0 27.6 34.5 33.6
>300pg/L

Note: Shaded areas indicate prevalence at a level of high publlc health significance according to international standards for vitamin A
(=20%), iron (=40%), iodine (=20%) and zinc (=20%).">

Source: South African Vitamin A Consultative Group, 1995;"" Labadarios, 2000;'? Jooste et al., 2007;'° Labadarios et al., 2007.;2° Labadarios and Louw,
2007;%' Dhansay et al., 2007.%2

Adolescents

Little information is available on the nutritional status of  to the overweight trend in adolescents. According to the
adolescents in South Africa. The 2002 National Youth Risk 2002 National Youth Risk Behaviour Survey, 38.5% of youth
Behaviour Survey indicated that 17% of youth were over  engage in insufficient physical activity, with 25% watching
weight (BMI>25) and 4.2% were obese (BMI >30).3” The more than three hours of television per day.3” A study in
trend towards higher rates of overweight and obesity = Cape Town schools revealed that unhealthy foods brought
is confirmed by reported rates of overweight in the age  to school outnumbered healthy ones by two to one with
group 16-24 years. The 2003 SADHS reported 31.2%  70% of at-school purchases being unhealthy food items.38
overweight among women in this age group, whereas the  Neither better knowledge, nor higher socio-economic status
2005 NFCS-FB reported a rate of 42.2%.'° A lack of physical  contributed to the likelihood of purchasing healthy foods at
activity and poor dietary patterns are the main contributors  school by these school children.



Adults

Underweight in men and women is relatively uncommon
with 4.6% of women and 8% of men having a BMI <18.5.1%.27
In contrast, 50% of young women and 30% of young men
(age 16 to 35 years) are overweight or obese.'%2728 The
problem is particularly acute in urban areas.

Contributing factors to the levels of overweight in adults are
a lack of physical activity and dietary patterns. A national
survey in South Africa by the World Health Organization
(WHO) in 2002/03 indicates that less than one in three of
the adult population meet the international requirements
for health enhancing physical activity (at least 30 minutes
of accumulated physical activity per day for every day of
the week).?° The dietary changes resulting in diets that are
too high in fat and saturated fat (from animal products),
too low in fruit and vegetables, too high in salt, sugar and
refined carbohydrates and too low in fibre has been related
to urbanisation.*® The consumption of an unhealthy diet
is currently one of the most important causes of chronic
diseases, together with a lack of physical activity and long-
term use of tobacco products, which is currently the third
leading cause of premature years of life lost, especially in the
age group 35-64 years.*! Due to the rapid epidemiological
transition the poor are becoming the most vulnerable
victims of these chronic diseases.*?

Information on the biochemical micro-nutrient status
of women in South Africa is based on the 2005 NFCS-FB.
Vitamin A deficiency in women mirrors that of children,
although at a lower level with 27.2% of women having an
insufficient vitamin A status (<20ug/dL).?°

Although severe iron deficiency was uncommon, iron
depletion (Hb >12, ferritin <15) was present in 7.7% of
women and iron deficiency (Hb <12, ferritin <15) was
present in 10.5% of women.?' Anaemia (Hb <12g/dL) was
present in 29.4% of women and does not represent a severe
public health problem (i.e. less than 40% prevalence),
although significant provincial differences have been
observed with KwaZulu-Natal and Limpopo having the
biggest problem (37%).'® Overall anaemia in South African
women is a bigger problem than in America and Europe
(18% and 19% respectively) but lower than the estimated

prevalence in Africa (48%).'®

As with children, the folate and iodine nutritional status of
women appears to be optimal. No data on zinc status of
adults has been published since 1994.2>"°
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Elderly

The elderly population is not well researched. According to
the 1998 and 2003 SADHS, overweight in elderly men and
women is similar to that of adult men and women.?7.28

Hunger

Despite the findings on increasing overweight within the
South African population at large, hunger persists. The 2005
NFCS-FB found 51% of households reported experiencing
hunger, with another 28% at risk of hunger.** This is in
stark contrast with the 2006 General Household Survey
findings suggesting that hunger has been decreasing
with only 6% of households experiencing hunger.#* These
contradictory findings indicate a need to standardise food
security and hunger indicators, as well as the need for further
investigations into contributing factors.

South Africa’s nutrition strategies
in a Primary Health Care
framework

The extent of the problem of chronic malnutrition (including
both under- and over-nutrition) in South Africa suggests that
action is needed at all levels of causation as summarised
in the conceptual framework (in Figure 2). From a PHC
perspective, the situation requires a set of comprehensive
actions, which span therapeutic intervention (i.e. treatment),
rehabilitation, disease prevention and health promotion,
with an emphasis on the social determinants of nutritional
health. Documenting the impact of broader political and
economic forces on the health and nutritional status of
the population served, working cooperatively with other
sectors and the communities involved, raising awareness of
local and global issues impacting on food production and
supply, and advocating for policy change in relation to these
issues are essential aspects of comprehensive PHC. Examples
of elements of a comprehensive PHC approach that would
address the immediate, underlying and basic causes of
malnutrition, to ensure adequate and health-promoting
nutrition are provided in Table 3. Promotive strategies focus
on addressing underlying and basic causes of malnutrition
and often involve intersectoral actions and public health
policies, including sectors such as trade and agriculture.
Preventive strategies focus on addressing immediate levels
of causation as well as underlying causes. Therapeutic and
rehabilitative strategies focus on addressing the immediate
levels of causation. In the section that follows, the INP is
assessed in light of the PHC framework and the nutrition
conceptual framework introduced earlier.



Table 3: Categorisation of nutrition strategies within a Primary Health Care framework to ensure adequate and health

promoting nutrition

Promotive

+ +

R R R S S R R I

+ 4+

+

<+

R I IR R

+

+ 4+ 4+ 4+

+

Nutrition advocacy to policy makers (including technical support to other sectors).

Control of nutrition and food related advertising / promotions / communication such as television and printed media (e.g. paypoint
promotions, advocacy against advertising of high fat and sugar foods to children).

*Growth monitoring and promotion (including community-based activities).
Community involvement in exploration of causes of food insecurity.
*Breastfeeding promotion.

Enforcement of the Code on marketing of breastmilk substitutes.
Advocacy for improved maternity benefits to facilitate breastfeeding.
Quality control of food.

Community-based monitoring of food prices / stock.

Promotion of sustainable agricultural production (e.g. production of micronutrient rich foods, traditional foods, community
gardens, farmers markets).

Advocacy against policies that reduce control of local farmers and increase power of transnational food corporations.
Government regulation of food industry in terms of labelling and marketing.

Advocacy and legislation for provision of safe water and sustainable sanitation.

Advocacy for adequate income support to buy food.

Food pricing policies (subsidies on basic foods, zero rating of VAT on food, food price control, subsidisation of agricultural
production).

Taxation of alcohol and tobacco products.
Taxation that favours food.
Insecure households.

Preventive

Breastfeeding promotion.
Lactation support and management.
Prevention of mother-to-child transmission (PMTCT) of HIV.

Nutrition education (including school curriculum), communication and promotion on healthy diets and health risks associated with
poor nutrition.

Food fortification.

Prophylactic micronutrient supplementation of at risk groups (children, women, elderly).
*Growth monitoring and promotion (including community-based activities).

Detection of growth faltering.

Promote / referral to immunisation and parasite control.

Food provision such as school feeding, feeding schemes, soup kitchens.

Appropriate menus / diets in hospital paediatric wards.

Therapeutic

Treating malnourished children (community- and hospital-based).

Management of nutrition (counselling and support) during iliness (e.g. diarrhoea, diabetes).
Continued feeding (breastfeeding and soft nutrient dense food) during illness such as diarrhoea.
Supplementation (micro-nutrients) of nutritional deficiencies.

Dietary modification during illness (e.g. weight reduction, diabetics).

Rehabilitative

Management of nutrition during recovery from iliness such as rehabilitation centres or community-based management of
malnourished children, monitoring of iliness related dietary modification, continued (additional) feeding after illness such as
diarrhoea to ensure catch-up growth.

Note:

Source:

* These strategies are relevant as promotive and preventive actions.

Developed by authors.




The INP is situated within the Maternal, Child and Women'’s
Health Cluster of the Strategic Health Programme Branch
of the Department of Health (DoH). The INP has three main
components: health facility-based nutrition programmes
and strategies; community-based nutrition programmes
and strategies; and nutrition and HIV and AIDS support
programmes and strategies. The nutrition strategies and
strategic objectives of the INP, as well as nutrition relevant
strategies that exist within other government departments
are outlined in Table 4.

The most important changes to the INP during the past five
years include the following.

> The Nutrition Directorate assuming responsibility for
providing technical support in other sectors, such as
Social Development and Agriculture, to more effectively
address household food security.

> School feeding becoming the responsibility of the
Department of Education.

> Objectives regarding growth monitoring and
addressed through the

Management of Childhood Ilinesses (IMCI) programme.

breastfeeding Integrated

> Actions to address under-nutrition, such as appropriate
feeding during illness are explicitly stated in the
programme objectives.

>  Objectives related to HIV and AIDS, specifically within
the context of breastfeeding promotion added.

> Objectives to support international strategies,
customised to the South African context, such as the
Baby-Friendly Hospital Initiative (BFHI) and the Food

Based Dietary Guidelines (FBDG) added.

> More attention given to nutrition information.

Critical assessment of nutrition
strategies in South Africa

A comparison of Table 3 and Table 4 demonstrates that
nutrition-related policies and strategies in South Africa
are reasonably adequate and comprehensive in terms of
PHC principles. This is to be expected as the PHC approach
informed the conceptualisation of the INP.>° The reasons
for the stagnant, if not deteriorating nutritional situation
in the country should, therefore be investigated through a
review of the implementation of selected critical nutrition
strategies. These include breastfeeding promotion, growth
monitoring and promotion, food fortification, micronutrient
supplementation, hospital-based management of severe
malnutrition, community-based nutritional rehabilitation
and nutrition management during illness.

Nutrition: A Primary Health Care Perspective

Breastfeeding promotion

A combination of strategies to promote, protect and
support breastfeeding is necessary to improve the current
low prevalence of exclusive breastfeeding (10% by age three
months).3° To this effect South Africa has adopted the Baby
Friendly Hospital Initiative, but currently only 29.2% of
hospitals with maternity beds meet the criteria.>">2

The International Code on Marketing of Breast Milk
Substitutes has been adopted by South Africa since 1995,
and comprehensive draft legislation has been prepared,
which includes all provisions, articles and subsequent
1981 WHO Code.3353
Unfortunately, the delay in the final legislation of the Code

resolutions of the original
is not in the interest of the protection of breastfeeding.
When the code is finally legislated and implemented,
it will have far reaching implications for the products
included in existing intervention programmes such as the
Nutrition Supplementation Programme. Current maternity
leave benefits are still inadequate to meet the needs of
breastfeeding mothers.33.5455

Discouragement of breastfeeding is used as an option to
reduce mother-to-child transmission of HIV.>® This impacts
negatively on breastfeeding initiation, exclusivity and
duration by women who are HIV-negative.33:56-58 |ntensive
training in accordance with the national breastfeeding
guidelines for health workers, combined with ongoing
peer support is required to prevent breastfeeding being

undermined by the HIV pandemic.>%:6°

Growth monitoring and promotion

Growth monitoring and promotion has been used
internationally as one of the first steps in early identification
and prevention of growth faltering. Modest beneficial
effects have been observed, where growth monitoring
and promotion has been used as a vehicle for community-
based nutrition education and counselling that involve
carers,

community health workers and community

representatives.®” Schoeman et al. have however
highlighted the numerous gaps in the implementation of
growth monitoring and promotion within the South African
context.®? These include: inaccurate assessment of weight
of children; failure to plot weights; the inability of nursing
staff to identify the nutritionally at risk; poor utilisation of
the Road-to-Health card; and poor communication with
caretakers.®263 Particular groups, such as farm workers,
whose children have been identified as nutritionally
at greatest risk, might also have limited access to this

service.?



Table 4:

Key governmental nutrition relevant strategies within South Africa

m Nutrition strategy Strategic objectives

Department of Health, Nutrition Directorate

Technical support to other sectors

Develop support systems

[Nutrition education, promotion and advocacy]
[School feeding]

[Improve nutritional management]
[Intersectoral action]

Nutrition support and counselling during
disease and recovery using nutrition
protocols and guidelines

Strengthen nutrition activities through IMCI
[Growth monitoring]

[Promotion / support of breastfeeding]
Nutrition education

Dietary modification Management of
malnutrition (moderate and severe)
Appropriate feeding during illness and
recovery Implement Food-based dietary
guidelines

[Improved nutritional management]
[Intersectoral action]

[Follow-up actions]

[Referrals]

[Support groups]

Provision of growth cards to all [caregivers]
children <2 years

Regular growth monitoring through
measurement, recording and interpretation
of child growth

Detection of growth faltering and malnutrition
Counselling of caregivers

Promotion of growth

Strengthen growth monitoring and
promotion through IMCI

Nutrition education
Nutrition promotion
Nutrition advocacy

Baby-Friendly Hospital Initiative
Implementation of the code of marketing breast
milk substitutes

Lactation management

Provision of support and information to
caregivers

Prevention of mother to child transmission
(PMTCT)

[Nutrition education, promotion, and advocacy]
[Support groups]

Dietary diversification

Micronutrient supplementation

Food fortification

Supporting / promoting agricultural interventions
to increase availability of micronutrient rich
foods

Quality control of food

Linkages with other public health measures (i.e.
immunisation and parasite control)

Provision of meals in public institutions
Maintaining food service systems in public
institutions

Technical support to dieticians in public
institutions

Surveys

Surveillance

Management information

Monitoring

Evaluation

Research

Use of District Health Information System

Recruitment

Placement , performance and management of
staff

Capacity building and training

Contribution to household
food security (HHFS)

Disease specific nutrition
support, treatment and
counselling

Growth monitoring and
promotion

Nutrition promotion,
education and advocacy

Promotion, protection and
support of breastfeeding

Micronutrient malnutrition
control

Food service management

Nutrition information
systems

Human Resource Plan

To ensure that other sectors dealing
with HHFS receive adequate technical
nutrition support

[To alleviate short term hunger among
primary school pupils]

To decrease the prevalence of low

birth weight, underweight in infants

and underweight in pregnant / lactating
women

To reduce all forms of severe
malnutrition (underweight, wasting,
stunting)

To decrease malnutrition in children <5
years

To decrease mortality rate of children
<5 years

To decrease nutrition-related disease of
lifestyle (obesity, coronary heart disease,
hypertension, and type 2 diabetes)

To decrease communicable and
infectious disease

To decrease chronic debilitating
diseases

To prevent / decrease growth faltering in
children 0-24 months

To ensure all new babies receive a
growth card

To improve awareness of the INP and
nutrition in general

To increase exclusive breastfeeding for
six months

To increase the percentage of mothers
who breastfeed up to 24 months with
appropriate complementary foods

To ensure that mothers who do not
breastfeed, practice appropriate
replacement options

To ensure that health facilities with
maternity beds are baby-friendly

Eliminate micronutrient deficiencies
(focus on vitamin A, iron and iodine)
Decrease the proportion of children with
an intake of vitamins and minerals below
the recommended levels

To increase the proportion of households
consuming iodized salt

To ensure adequate and culturally
acceptable meals to clients in public
institutions

To assess the nutritional status of the
population through regular surveys

To collect, utilise and monitor specific
indicators

Implement a minimum data set

To develop and implement the INP
human resource plan

To ensure that staff complete the
induction and in-service training



m Nutrition strategy

4+ National School feeding programme

Department of
Education
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4+ Social Assistance (old age, disability, war veterans)

= E
é@ GE) 4+ Social relief of distress (short term relief programme)
= é ‘_g— 4+ Child grants (foster child, care dependency, child support grant)
85 ¢
0 A
- 4 Zero-rating of VAT on food (currently 19 items)
g ° 4+  Taxation of alcohol and tobacco products
GEJ é 4+ Level of tax relief to individuals (raised to R6 000 in 2008)
= = 4 Agricultural Subsidies
=8
g 4  Subsidisation of foodstuffs (currently none)
4+ Import/ export regulations and trade agreements
5 4 Poverty Alleviation Programme (i.e. food gardens)
‘OEJ g + Land Redistribution Programme
£S5
£ 0
[a)
4 Monitoring of quality of food

Department of
Environmental
Affairs

4+ Monitoring fortification levels of mandatory fortified foods

Note: Additions to the INP indicated in bold, whilst deletions are indicated in [italics].

Sources: DepartmentofHealth, 2008;%° Labadarios etal., 2005;%¢ Department of Social Development, 2004;%” South African Social Security Association,

2008;%8 Alderman and del Ninno, 1999.4°

Food fortification

food
intervention

been
in South
Africa using complementary foods and maize meal.%%®

The effectiveness of fortification has

demonstrated in small studies
However, currently it would appear that the mandatory
fortification programme since 2003, combined with the
micronutrient supplementation programme, has not been
as successful as anticipated.?>2* A number of research
studies have postulated reasons for the lack of success of
food fortification.®4-¢8 In addition to contributing to high
morbidity and mortality and lower learning capacity, poor
micronutrient status could also contribute to lower weight
gain by infants, and thus contribute to the unchanged
anthropometric status of children.®?

Folate fortification, which is at much higher levels within
the fortification mix, seems to have eradicated any folate
tube
defects.?>7% Similarly, mandatory iodisation of salt, which

deficiencies and effected a reduction in neural
started in 1995 has eradicated gross iodine deficiency in
the country.’”® Close monitoring of iodine levels has in fact
become a necessity in view of the very high urinary iodine

levels found in some provinces.

Micronutrient supplementation

Vitamin and mineral supplementation is often necessary
as a short-term intervention to address micronutrient
deficiencies. The various supplementation programmes
available in South Africa have limitations in terms of bio-
availability, continuity of supply, quality of the composition
of the supplements and compliance. The high dose vitamin
A supplementation programme has had limited success
as it has failed to reach the most vulnerable children and
post-partum women.”! The provision of iron supplements
to pregnant women through maternity and obstetric units
has been criticised in terms of poor bio-availability of the
iron, failure to implement the programme according to the
guidelines and lack of compliance by women.”273

Hospital-based management of severe
malnutrition

Although severely malnourished children are often admitted
to hospital, many still die an avoidable death.”* In South
Africa, the District Health Information System (DHIS) was

amended in 2006 to provide information on the case

9



fatality rate of severely malnourished children in hospitals. A
limitation of this source of information remains the failure to
identify malnutrition as a reason for admission and/ or death.
Available data seems to suggest that case fatality from
severe malnutrition in many institutions remains seriously
high (see Box 1), although it has been demonstrated to
be reduced successfully through appropriate training and
capacity development.

Box 1: Case study - Mount Frere

In Mount Frere, in the Eastern Cape, the two hospitals Sipetu
and Mary Theresa, both had high case fatality rates for severely
malnourished children (46% and 25% respectively). A project to
address this high case fatality rate was implemented through
the formation of a hospital nutrition team to assess the clinical
management of severe malnutrition; the development and
implementation of action plans to improve quality of care; and
the monitoring and evaluation of activities managed to reduced
case fatality rates to 21% and 18% respectively in these two
hospitals.”>77

This demonstrates that even in remote rural district hospitals,
staff can be trained and motivated to perform simple health
research, which can assist in the improvement of clinical
management and quality of care of malnourished children.

Source: Derived from multiple sources.

Nutrition rehabilitation in communities

The Nutrition Supplementation Programme (previously
known as the PEM scheme) is a short-term intervention
to address acute malnutrition. The utilisation of this

programme has been improved, especially through
increased involvement of trained nutrition professionals in
the programme. However, there are still many difficulties
including failure to enrol at risk children, erroneous
enrolments, which deplete resources and failure to
discharge children.®? Most important is the absence of
community-based interventions, which could assist food
insecure households and thus prevent the oscillation
of children in and out of this programme. Here the
strengthening of district agricultural support services is
urgent. Similarly, it is urgent to extend coverage of the Child
Support Grant to the families of malnourished children
through enrolling every child who has been identified as
malnourished in hospitals and through growth monitoring
in clinics and health centres. The distribution of infant
by health

community members may perceive it as a condonement of

formula services remains contentious as

the use of formula at the cost of breastfeeding promotion.

Nutrition management during illness
(specifically diarrhoeal disease)

The IMCI was adopted by the DoH in 1997 and implemented
in all provinces.”® The IMCl aims to reduce child mortality and
morbidity in developing countries by combining improved
management of common childhood illnesses with proper
nutrition and immunisation.”® However, IMCI guidelines and
handbooks are not detailed enough on the specifics of the
nutritional and feeding guidance to be given to mothers of
sick children.® This is crucial as the majority of sick children
are not seen by nutrition specialists (at least not during
the first couple of contacts), but by other health workers
such as nurses. Similarly the DoH'’s ‘Infant and young child
feeding policy’ promotes breastfeeding; but other than a
statement on “age-appropriate meals should be provided
for children” it is silent on other aspects of feeding of
children during illness, such as continuation of feeding, and
feeding additional energy-dense foods during recovery to
ensure catch-up growth.?!

Challenges and the way forward

South African nutrition strategies and programmes are in
line with current international recommendations.82:83 The
limited success in improving the nutrition situation in South
Africa is therefore not due to inappropriate policies and
strategies or lack of knowledge about relevant solutions.
It would appear that inadequate implementation is the
major contributor to the current situation. Inadequate
implementation is not unique to South Africa.84-86

Unpacking the problem of implementation suggests
a number of possible reasons and therefore possible
approaches to finding solutions. A summary of key factors

contributing to implementation problems is provided in

Figure 4.
The core problems reducing the effectiveness of
nutrition strategies in South Africa are highlighted,

with recommendations for ways to address them. These
contributing factors require improving a range of capacities
such as technical, operational, programme / action research,
information management and strategic capacity. The
interrelatedness and interdependence of these broad

categories are demonstrated repeatedly in Box 2.
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Figure 4: Core problems reducing the effectiveness of nutrition strategies in South Africa
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Limited
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*

Unpredictable
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Note: **** significant contributor, *** moderate contributor, ** contributor, *possible contributor

Source: Adapted from Morris et al., 2008.8>

Box 2: Recommendation for implementation of nutrition strategies and programmes

Key message: Do the right things.

The South African nutrition strategy and programmes are based on international best practice. However, the context (e.g. urban or rural
setting), the nature of the nutrition problem(s) and the resources available will determine the priorities in particular localities. Given limited
resources, it is necessary to set priorities and sequence activities.® In reality, the effectiveness of interventions is relative to the specific
context and the intensity of inputs. Apart from the technical knowledge on relevant nutrition interventions, knowledge of the most effective
and important interventions will help focus nutrition personnel.

Key message: Do more of the right things.

Once a programme has been proven to work on a limited scale, it needs to be scaled up to improve coverage of the vulnerable population.
Inadequate coverage does apply to some of the programmes in South Africa such as the different vitamin and mineral supplementation
programmes (e.g. vitamin A and zinc for children, and iron and folate for pregnant women). Options and processes for scaling up should
therefore be investigated. For South Africa, addressing this aspect will require additional human resources, including the cadre of
community health workers, training and capacity development of nutrition specific personnel, as well as personnel at the community
interface, such as nursing staff and community health workers.

Key message: Do the right things better.

This requires attention to the quality of services provided by nutrition specific personnel, as well as personnel at the community interface
such as nursing staff and community health workers, and setting realistic targets. The overestimation of the possible impact of nutrition
interventions, at a national level, creates unrealistic expectations and a perception of failure with subsequent negative implications for
political will and support.®”




Key message: Develop strategic capacity at national and provincial level of the Nutrition Directorate.

This strategic capacity refers to the human and institutional capacity required to broker agreements, respond to challenges and
opportunities, build relationships between nutrition actors and undertake strategic communication with varied audiences, to name a few.8*
The purpose of such actions will be to establish political will, ensure institutional arrangements and cooperative agreements between all
stakeholders, and to secure operational capacity for acting at scale. It is clear that the development of strategic capacity at national, as
well as provincial level is required to positively impact on the implementation of all nutrition relevant strategies in South Africa.

Key message: Develop capacity at all levels to manage change. Do active nutrition advocacy. Strengthen intersectoral and
interprofessional collaboration.

McLachlan and Garrett argue that although the aforementioned strategies are important, “more of the same is not enough” and suggest
that capacity development must go beyond improved technical capacity.8® Within the South African scenario this will require capacity
development at all levels and in all sectors, including the strengthening of intersectoral and multi-professional collaboration, as much of
the critical nutrition relevant work is performed by health workers (including community health workers) who have no or limited nutrition
specific training. Advocacy for the strengthening of community based interventions and other safety nets that impacts on nutrition, such
as child support grants and early childhood development, should also be done by nutrition specific personnel.

Key message: Develop technical capacity through appropriate pre-service and in-service training of designated nutrition
personnel, as well as health personnel and human resources of related services.
In South Africa, shortage of appropriately skilled personnel hampers all levels of implementation.8® Planning for scaling up of interventions
often does not factor in the number of the different categories of personnel required to ensure that effectiveness is maintained. Thailand is
an example where coverage was dramatically improved following massive expansion of human resources (numbers and skills) especially
at the community level (one volunteer: 20 children and one supervisor: 24 volunteers).88

As human resources and capacity development has been identified as a significant contributor to the lower effectiveness of implementation
of the nutrition strategy in South Africa, an attempt is made below to highlight possibilities for capacity development and training that may
contribute to improvement of the situation. It is suggested that capacity development should follow a two pronged approach focusing on
existing staff (in service) and future staff (in training). Components of a proposed capacity development strategy for the Nutrition Directorate
are presented below. In addition, the human resource plan for nutrition specific professionals such as dieticians and nutritionists needs to
be reconsidered, extended and implemented to ensure sufficient numbers of adequately trained professionals within the service.

4+  For the health sector (medical doctors, nurses, dieticians, nutritionists, community health workers)

In service:

- clearly identify priority nutrition relevant actions (e.g. breastfeeding promotion, growth monitoring and promotion);
- develop specific nutrition messages and guidelines for each of these priority areas;

- train all health workers working within these areas using the specific nutrition messages and / or guidelines;

- ensure ongoing training so that staff turnover does not undermine achievements;

- monitor the performance of staff closely to ensure adherence to the guidelines and provide continued supportive
supervision;

- provide skills to manage change; and
- provide strategic capacity development to senior and middle management.
In training:

- seek collaboration with training institutions involved in training of relevant categories of health workers such as medical
doctors, nurses, dieticians and nutritionists, as well as professional boards;

- communicate the technical information (detailed messages and guidelines) to ensure adequate training of all the
categories of health workers within each of these areas;

- monitor the adequacy of training of these categories;
- advocate for pro-poor approaches in the curricula; and
- advocate for the incorporation of skills to manage change.
4+  For other workers (social workers, lawyers, development workers, agricultural workers, workers from non-governmental
organisations and community-based organisations)

In service:

- advocate on the link between nutrition and development / educability / productivity; and
- provide skills to manage change.

In training:

- advocate for the incorporation of pro-poor approaches in the training curricula; and

- advocate for the incorporation of skills to manage change.

Key message: Improve information systems.

In addition to the development of the various capacities at the different levels, adequate functional information systems will also contribute
to improved implementation. It is therefore proposed that the Nutrition Directorate develop a comprehensive information plan. Most
importantly, collection and utilisation of available information at provincial and district level should be a priority to ensure appropriate
targeting and resource allocation towards the most needy.

Source: Developed by authors.
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Conclusion and
Recommendations

The nutritional status of South Africans, which is the
outcome of complex multiple factors such as dietary intake,
diseases, environmental quality, caring practices, food
security, education and poverty, has not improved since
the first democratic elections in 1994. The anthropometric
status of children reflects the persistent presence of chronic
mild under-nutrition, whilst the increasing coexistence of
overweight in adults and adolescents (especially females)
challenges dietary and physical activity choices by all age,
gender and socio-economic groups. Except for optimal
folate and iodine status, the biochemical micronutrient
status (specifically vitamin A and iron) has deteriorated
dramatically since 1994. Whilst the findings of the 2005
NFCS-FB survey needs to be scrutinised closely (especially
in terms of validity and reliability), it is imperative that the
micronutrient status of children in South Africa should be
monitored continuously through a functional information
system to evaluate the contribution of the comprehensive
nutrition strategies available through the DoH’s INP and
other governmental agencies.

The effectiveness of these strategies appears to be sub-
optimal to date. Improvement in impact will require
improved implementation, which is in turn dependant
on programmatic choices, the development of a range
of capacities such as technical, operational, programme /
action research, information management and strategic
capacity as well as the provision of adequate numbers
of appropriately trained human resources. It is therefore
recommended that the following aspects should receive
attention from the DoH.

> Match international best practice interventions to the
specific nutritional problems in South Africa and modify
it according to the context and available resources.

> Set realistic targets.

> Prioritisation by limiting the focus and / or variety of
interventions might be necessary to ensure that the
effect is not diluted by spreading resources too thinly.

> Scale interventions up once they have been proven to
work. It is however essential to ensure that the scaling
up is done with sufficient accompanying resources.

> Ensure adequate technical capacity by providing
continuous in-service training to all relevant categories
of health workers, and by influencing the pre-service
training of these categories of workers.

> Develop the skill of available human resources to

foster cooperation, to see multiple perspectives and to
communicate strategically.
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